CO 3.009 Adult Code Capacity Policy 


POLICY: 


To efficiently utilize clinical and ancillary department resources during mass-casualty disasters or high 
patient influxes in the Baystate Medical Center (BMC) Emergency Department (ED) through a two- 
tiered Adult Code Capacity (Help) system Level I & Level 2. This system aims to minimize boarding 
time for admitted patients. Activation triggers will be determined by assessing the degree of 
supply/demand mismatch; metrics include the number of non-behavioral health boarders, patients in the 
waiting room, and the acuity of patients in the ED, alongside the ED’s ability to provide timely care. The 
Adult Code Capacity (Help) Policy aligns with the Adult ED Internal Surge Policy, which monitors 
supplementary operational metrics within the ED, along with internal mitigation strategies enacted by 
ED leadership and staff. 


Hospital and ED leadership will monitor these metrics, receiving automatic notifications when specific 
thresholds are reached. Data will be updated on a two-hour interval via a dashboard populated from the 
EMR. The level of Code Capacity reached will trigger automatic notifications via Tiger Connect to 
relevant ED and hospital leadership, prompting the enactment of appropriate mitigation strategies. 


PURPOSE: To expedite the transfer of admitted patients out of the Emergency Department (ED) with a 
goal of thirty minutes of activation. 


SCOPE: All BMC Staff 
DEFINITIONS: 


Code Capacity (Help): To facilitate the movement of a specified volume of patients from the 
Emergency Department (ED) to inpatient units with a goal of 30 minutes of activation, and to redeploy 
hospital staff and resources with the goal of decompressing the ED. This includes reallocating clinical 
and ancillary department resources to enhance patient throughput within the ED. 


ED Hold: A patient who remains in the ED after the admit status order is placed. 


Admit Request: A patient who has an ED admit request order without an admit status order placed 
(example: The ED provider has placed the admit request order, but the hospitalist has yet to accept and 
place the order for admission). 


Extended wait time: ESI 2 patient remains in an unlicensed treatment area such as the ED waiting 
room greater than 30 minutes. 


Ideal Beds- Meets regulatory standards (single rooms): Includes room that can accommodate 2™ bed (all 
non-hallway). 


Hallway Surge Beds: Hallways 


Emergency Severity Index (ESI): 

ESI Level 1: Requires immediate lifesaving intervention. 

ESI Level 2: High Risk situation or confused/lethargic/disoriented or severe pain/distress. 
ESI Level 3: Requiring many resources (Resources = Labs, radiology, ECG, IV fluids, etc.) 
ESI Level 4: Requiring one resource (Resources = Labs, radiology, ECG, IV fluids, etc.) 
ESI Level 5: Requiring no resources. 


PROCEDURE: 


1. The determination of need is automated through the real-time population of the ED dashboard 
with live data. 


1. Code Capacity Level 1 condition exists when any of the following conditions are met: 
a. Number of ED Holds:: 25-40 
b. Number of ESI 2 patients in the WR who cannot be placed in a treatment space w/in 30 mins: 5- 


10 


c. Number of EMS patients who cannot be placed in a treatment space w/in 30 mins: 3-6 


2. Code Capacity Level 2 condition exists when any of the following conditions are met: 
a. Number of ED Holds: >40 


b. Number of ESI 2 patients in the WR who cannot be placed in a treatment space w/in 30 mins: 


C. 


>10 
Number of EMS patients who cannot be placed in a treatment space w/in 30 mins: >6 


2. Code Capacity Notification Process 


Tiger Connect notification of ED and hospital leadership will be based on the above thresholds and 
Ticker tape notification. Activation of an overhead page throughout the hospital stating, “Code Capacity 
Level I or IT” will be initiated. The Code Capacity levels will not be repeated unless the level has changed 
or cancelled. In the event of system failure, follow hospital downtime procedures. 


3. Code Ca 


pacity Mitigation Strategies and Response Plan 


When code capacity is in effect all non-capacity meetings/huddles are lower priority and designees 
should be sent where applicable. 


1. Code Capacity Level I 


a9 


papp 


Code Capacity leadership team: (Administrative Clinical Supervisor, ED & Inpatient Patient Flow 
Coordinator (PFC) or designee), Patient Placement Manager (PPM) representative and Hospitalists 
(or designee). 

Goals: 

25-32 ED Holds — 7 Admission Beds within goal time of 30 minutes 

33-40 ED Holds — 10 Admission Beds within goal time of 30 minutes 

If the above goals are not met within 30 minutes, utilizing normal throughput strategies, surge 
spaces are initiated. 

Hospitalists will evaluate ED holds to determine safe discharge or downgrades. 

Administrative Clinical Supervisor shares capacity plan and supports the removal of barriers to 
support efficient timely flow and notifies what was identified to Capacity plan leadership team. 
PPM assigns beds in collaboration with PFC. 

Fill Ideal Beds until exhausted. 


Hallway Surge Beds 
Assess for alternate surge space (Appendix B) 
Nursing will follow a standardized process for receiving nursing reports. 
. Patients transferred to Brown/ “Dirty” and Yellow/ “In- Process” of cleaning beds on assigned 
units. 
n. Hand-Off Communication Acute: SBAR report process will be utilized. If there is no response to a 
call, nursing will send the patient with a printed copy of the SBAR report. 
o. Hand-Off Communication Inter-Care: Inter-Care patient report will be called nursing to nursing. If 
nursing is unable to take report, nursing will accompany the patient in transport and give in person 
bedside report. 


4. Code Capacity Level II 


a. Code Capacity leadership team: (Administrative Clinical Supervisor, ED & Inpatient Patient Flow 
Coordinator (PFC) or designee), Patient Placement Manager (PPM) representative and Hospitalists 
(or designee). 

b. Goal: 

c. >40 ED Holds-11 Admission Beds with a goal of 30 minutes. 

d. =/>40 ED Holds, Call Code D Standby (After consultation with leadership teams) 

e. Hospitalists re-evaluate ED holds to determine safe discharge or downgrade. 

f. Hallway Surge Beds increase to max identified capacity. 

g. Administrative Clinical Supervisor shares surge plan and removes barriers to support efficient 
timely flow. 

h. PPM assigns beds in collaboration with PFC. 

i. Assess for alternate surge space (Appendix B) 

j. Evaluate need to enter next phase of the Disaster Plan (refer to Section number 6 below). 

k. Patients transferred to Brown/ “Dirty” and Yellow/ “In- Process” of cleaning beds on assigned 
units. 

I. Communication: SBAR report process will be utilized. If there is no response to a call, nursing will 
send the patient with a printed copy of the SBAR report. 


5. Off- Shift Code Capacity Huddles 
a. PPM, Administrative Clinical Supervisor, Emergency Department Charge Nurse, Emergency 
Department Assistant Nurse Manager (ANM) and Inpatient PFC will initiate huddle after hours (5 


pm — 8 am) in the Capacity Management Center 


6. Code Capacity Roles and Responsibilities (Appendix C) 


ae 


viders 


a. ED Nursing and Pi 


a) ED Director, ED Manager, Assistant Manager or Charge Nurse to respond in person or by phone. 
b) Review specific information about ED identified on Code Help Worksheet with attending 
Physician(s) and Nursing Leads (Charge RN, Flow RN, Pod Lead to determine immediate needs. 
i. Identify immediate actions for decompression. 
ii. Collaborative communication with Administrative Clinical Supervisor to assess 
safety status. 


7. Administrative Clinical Supervisor 


a) 


b) 


c) 


All the following to respond in person to MM1 Conference Room 1809: PFC, PPM, ED Nurse 
Manager or designee, and Manager of Patient Transport or designee, Hospitalist or designee. (Off 
shift and weekends, the Transfer Center PPM will be the contact). 

The ED Nursing Manager or Assistant Nursing Manager will collaborate with ED leadership, PPM, 
ED PFC, and Inpatient PFC to understand the current state and implications of impending variables 
for the period ahead. 

The Administrative Clinical Supervisor will be alerted to the number of ED holds and will consider 
the admit requests (to support planning). 

Notification to the AOC that Code Capacity has been initiated and in progress. 

Administrative Clinical Supervisor will communicate via tiger text to facilitator of Tier 3 huddle, 
notification of Code Capacity level 1 or 2 status. 

Assess transport and ancillary departmental resources, re-deploy where needed, and remove barriers 
to timely flow. 

Communication with inpatient area leaders to ensure execution of decompression and clarify 
questions. 

Continual assessment by team to determine effectiveness of movement and that all options for 
decompression have been exercised before further escalation to the Administrator on Call (AOC). 


8. Inpatient Patient Flow Coordinator 


a) 
b) 
c) 
d) 


e) 


Collaborates with ED Charge and PPM to pre-determine and maintain a list of patients identified as 
hallway appropriate. 

PFC in collaboration with ED Charge and PPM update TeleTracking utilizing the "Patient Attribute" 
"Hallway" to identify appropriate patients. 

Review TeleTracking for in-house transfer times from ED to adult inpatient units and inter-unit 
transfer times. 

Communicate any delays greater than 1 hour to unit leadership. Escalate as needed. Follow the 
escalation pathway. 

If unit leader reports a barrier to timely throughput escalate to corresponding area/leader and 
Administrative Clinical Supervisor. 

Collaborate with all unit leaders and ED to anticipate and expedite patient throughput. Prioritize 
areas requiring high acuity beds and high volume of beds needed. 


9. Patient Placement Manager (PPM) 


Collaborates with Administrative Clinical Supervisor, PFC and ED Charge/External Flow or 
designee. 

Monday through Friday ED PPM is point of contact, at all other times PPMs in Transfer Center are 
points of contact by phone. 

Assign patients to inpatient beds/surge spaces per order fill plan. (See Appendix B) 

Pre-identifies Hallway Patients per hallway criteria in collaboration with ED Charge and Patient 
Flow Coordinator (PFC) per criteria. (Appendix B) 

PFC in collaboration with ED Charge and PPM update TeleTracking utilizing the "Patient Attribute" 
"Hallway" to identify appropriate patients. 

Patient Placement (PP) assigns patients to unit and assigns bed. 

Auto Page is received by accepting unit with bed details. 

Concurrently monitors Discharges and patient status changes (downgrades and upgrades), closed bed 


status (isolations and behavioral health) and opportunities to cohort like patients. 


10. Hospitalist Medical Director or Designee 


Work with Nursing Director/Manager, Case Management and/or Administrative Clinical Supervisor 
to facilitate discharges on inpatient units and ensure TeleTracking is up to date for assessing open 
capacity across nursing units. 

Determine if any patients can be downgraded to make available ICU beds or Inter-care beds. 
Evaluate all ED boarders to determine if safe for discharge or downgrade. 

Dedicated rounders in the ED and Medical Director communicate who and then re-evaluate patients 
for possible d/c vs downgrade vs tele discontinuation. 

Coordinate every 2 hours with ED Manager/Assistant Nurse Manager/Charge RN or Administrative 
Clinical Supervisor on status of discharges. 

Ensure additional Hospitalist staffing to expedite flow and appropriate discharges. 


11. Hospitality Services 


cao rp 


EVS deploys staff to clean beds. 

EVS facilitates bed cleaning as a priority with need. 

Patient Transport Services facilitates transportation in priority with need. 

EVS supports nursing units and “surge” areas to accommodate patient flow as defined. 
Food and Nutrition Services will accommodate “surge” patients. 


12. Decision to End Code Capacity 


a. 


Collaborative interdisciplinary team will discuss via Tiger Connect at least every two hours during 
Code Capacity until all reach an agreement to end it. This team will include the Adult ED Chief of 
Service or designee, ED Nurse Manager or designee, Inpatient (and ED) Patient Flow Coordinators 
or designee. Administrative Clinical Supervisor will send Tiger and overhead message - “Code 
Capacity Cancelled”. 

Following a decision to end Code Capacity, an ‘After- Action Review’ is to be completed 
(mandatory). (Appendix E) 


13. Consideration for Activating Plan D (Disaster) Stand-By or Plan D 


a. 


Prior to activating a Plan Disaster (D), a conference call must occur including the Administrator on 
Call (AOC), ED Attending, Chief Operating Officer (COO), Hospital Medicine Physician, Patient 
Placement Manager (PPM), Administrative Clinical Supervisor, ED Charge Nurse and the 
Emergency Management Director. 


An immediate decision to activate a Plan D Stand by or Plan D may not be necessary, but a constant 
assessment of bed capacity, patient arrivals to the emergency department, patient discharge 
projections, and staffing levels are some criteria that should be considered in the decision-making 
process. Leadership teams should communicate before Code Capacity Levels are declared to ensure 
all mitigation strategies are enacted and evaluated for improvements. 


When Code Capacity Level 2 has been activated, the ED Director (or designee), ED Nursing 
Manager, ED Flow Coordinator, Inpatient Flow Coordinator, and the Administrator on Call should 


communicate, preferably in person, to discuss the current state and variables for the next two-hour 
operational window. If mitigation strategies are not successful and there is no improvement, Plan D 
Stand By may be activated. 


d. When in Code Capacity Level 2 there may be due cause to consider activating Plan D without 
utilizing the Plan D Stand By. Some of the indicators for moving directly to Plan D may include: 


e. Current level 2 status with pending ED surge from a mass casualty incident, active hostile event in 
the vicinity, multi-patient trauma surge, high infectious disease patient reporting to the ED, or 
similar complicated scenario that could cause patient care to be significantly delayed. 


f. Current level 2 status with no relief/decompression from mitigation strategies and admission to the 
ED remains constant. 


REGULATORY REFERENCES 
June 3, 2015 Update- Reducing Emergency Department Patient Boarding: https://www.mass.gov/doc/update-reducing- 


emergency-department-patient-boarding-632015/download 

July 8,2010: Resubmission of Hospital Code Help Plans https://www.mass.gov/doc/resubmission-of-hospital-code- 
help-plans-782010/download 

February 25,2010:https://www.mass.gov/doc/10-02-53 1-reducing-emergency-department-patient-boarding-and- 


submitting-code-help-policies-to/download 
September 25, 2009: Reducing Need for Boarding Patients and Alternate Space for 
Patients with Influenza-like Illness https://www.mass.gov/doc/09-09-522-reducing-need-for- 


boarding-patients-and-alternate-space-for-patients-with-influenza-0/download 
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BMC Code Capacity Tool, Worksheet, and After-Action Revie 


ENDIX A 


Date and time that this form is initiated: Date: io! Time: 


By: 
Determination of Need: 


Totalt of ED Patients 


Total # Admitted Patients in ED 


Total# of Admitted Patients on Precautions 


Total# of Admissions Tele 


Total# Med/Surg 


Total# of ICU Patients in ED 


Total# of Psychiatric Boarders 


EN#: 


— Total #of Hallway Patients in ED 
__ Total # of ED Waiting Room Patients 
Longest waiting room LOS 

Highest ESI in waiting room 
______Total# of Pending Ambulances 


Total# Expected Tele & Med/Surg Admissions 


Total# of Expected ICU Admissions 


Time Code Capacity Activated: 


Additional Resources Needed: 


O 


O 


O 


Inpatient /Boarder Nurses 
Security 

Ambulances 

ED Nurses 

ED MD's 

Transport 

Hospitalists 


Respiratory Therapy 


Time Code Capacity Ended: 


Code Capacity Notes: 


APPENDIX B 


BMC Code Capacity Surge Spaces 


Tier 1 Tier 2 
Maximize All Unit Beds Book all Ideal Beds Continue to Maximize Continue to Book all 
‘Clean’ and ‘Dirty’ All Unit Beds Ideal Beds ‘Clean’ and 
‘Dirty’ 
Springfield 3 Book up to 18 Springfield 3 Maintained at 18 
PANU Hold up to 10 PANU Hold to Max (TBD) 
Hallways: Hallways: Hallways: Hallways: 
MM7 1 MM7 1 
SW7 1 SW7 2 
MM6 1 MM6 1 
SW6 1 SW6 2 
MM5 1 MM5 1 
SW5 1 SW5 1 
Notes: 


Use SW5 as a last resort when all other options are exhausted. 
Fill Order: Tier I MM7 thru SWS; Tier II MM7 thru SW5; Then SW7 and SW6 for third Hallways. 


PM collaborates with the Administrative Clinical Supervisor to guide assigning beds in consideration of 
staffing. 


Communication: Plan to admit a patient to a hallway space should be communicated to the patient, family, 
significant other or advocate using interpreter services where necessary. 


APPENDIX C (Add link) 
BMC Code Capacity Bed Management Plan 


Roles and Responsibilities 
Objectives: 
Provide consistent communication to coordinate defined patient flow to meet system capacity needs. 
Provide consistent mechanisms for departments to plan patient movement during Code Capacity 
Levels I & II to meet defined system capacity needs. 
To Identify barriers and concerns in executing defined plans and removing them so patient flow 
needs are not impacted. 
Action Items 


Bed Management Patient Placement Collaborates with Administrative Clinical Supervisor, Patient 
Mgr. (PPM) Flow Coordinator and ED Charge/External Flow or designee. 
Monday through Friday ED PPM is point of contact, at all 
other times PPMs in Transfer Center are points of contact. 
Assigns patients to inpatient beds/surge spaces per order fill 
plan (See Appendix B) 
Pre-identifies Hallway Patients per hallway criteria in 
collaboration with ED Charge, and Patient Flow Coordinator 
(PFC) 
ED Charge and PFC update Teletracking utilizing the Patient 
Attribute ''Hallway"' to identify appropriate patients. 
PPM assigns patient(s) to unit bed(s). 
Auto Page is received by accepting unit with bed details. 
Concurrently monitors Discharges and patient status changes 
(downgrades and upgrades), closed bed status (isolations and 
behavioral health) and opportunities to cohort like patients. 
Patient Flow Coordinator (PFC) Collaborates with ED Charge and PPM to pre-determine and 
maintain a list of patients identified as Hallway appropriate. 
Logs into comment section of TeleTracking “OK for Hallway” 
Review TeleTracking for in house transfer times from ED to 
adult inpatient units and inter unit transfer times. 
Communicate any delays greater than | hour to unit 
leadership. Escalate as needed. Follow escalation pathway. 
If unit leader reports a barrier to timely throughput escalate to 
corresponding area/leader and Administrative Clinical 
Supervisor. 
Collaborate with all unit leaders and ED to anticipate and 
expedite patient throughput. Prioritize areas requiring high 
acuity beds and high volume of beds needed. 
Monitor for confirmed discharges in Tele tracking throughout 
the adult inpatient units, Tiger message unit leader to inquire 
if they are appropriate for S3 Discharge Unit, (based on S3 


Administrative Clinical Supervisor 


ED Charge/External Flow RN 


Directors/Managers — All areas 


Case Management 


Hospitality Services 


DC Unit criteria). 

Continually check Online Ordering System: OLOS, for 
patients being transported via AMR to SNF's, rehabs or to 
home. Cross reference them in TeleTracking to review for 
appropriateness for S3 DC Unit. Tiger message unit leaders 
to inform them of ambulance pick up time and request their 
transfer to S3 DC Unit. 

Scan ESHD for patients that are NPO for surgery same day. 
Only transfer pre ops between 5am-9am to S3. If appropriate 
for S3 DC Unit communicate with PPM to request transfer to 
S3. 

Review ESHD for patients that may be discharged from ED, 
if ride is greater than 1 hour away or going to rehab and 
booked in OLOS connect with case Manager in ED to 
evaluate if appropriate to go to S3. 

Touch base and communicate often with Administrative 
Clinical Supervisors to assist in Patient Flow as they round 
on the units with focus on capacity to staffing. 

Respond in person to the ED Nursing Manager or ED 
Assistant Nursing Manager to collaborate with ED 
leadership, PPM, ED Flow Coordinator, Inpatient Flow 
Coordinator to understand current state and implications of 
impending variables for period ahead. 

Assess transport and ancillary departmental resources and re- 
deploy where necessary, remove barriers to timely flow. 
Communication with inpatient area leaders to ensure 
execution of decompression and clarify questions. 

Continual assessment by team to determine effectiveness of 
movement and that all options for decompression have been 


exercised before escalation to the Administrator on Call 
(AOC). 


Monitor ED Status as defined in Appendix A in collaboration 
with unit RN Leads and Attending Provider. 

Communicate with Administrative Clinical Supervisor, PPM 
and PFC for decision making support and assessment of ED. 
Facilitate, support and monitor patient outflow (SBARs, 
Discharges, Outflow Transport, Bed Turnover) 

Monitor patient flow activity in respective areas for 
efficiency as per plan. 

Support, remove barriers, communicate with unit leader roles 
(RN Charges, ANMs, OAs) as needed to support patient flow 
per plan. 

Facilitates Discharges and Transfers 

Notifies Physicians of bed availability status 

EVS deploys staff to clean beds. 

EVS Facilitates bed cleaning as a priority with need. 

Patient Transport Services Facilitates transportation in 


Hospitalists 


priority with need. 

EVS supports Units and Surge areas to accommodate patient 
flow as defined. 

Food and Nutrition Services will accommodate “surge” 
patients. 

Work with nursing Director/Manager, Case Management 
and/or Administrative Clinical Supervisor to facilitate 
discharges on inpatient units facilitate open capacity across 
nursing units. 


Determine if any patients can be downgraded to make 
available tele and Inter-care beds. 


Communicate with ED rounding hospitalists to evaluate all 
ED Holds to determine if safe for discharge or downgrade. 
Coordinate every 2 hours with ED Manager/Assistant Nurse 
Manager/Charge RN or Administrative Clinical Supervisor 
on status of discharges. 

Ensure additional Hospitalist staffing to expedite flow and 
discharges are appropriate. 


APPENDIX D 
Code Capacity Hallway Criteria Levels I & II 


Procedure: 
a. Identification of Hallway patients to be initiated prior to Level I & II by Patient Flow Coordinator (PFC) 
and ED Charge RN. Comment to be placed in TeleTracking “OK for Hallway”. 
b. Collaboration between Pt. Flow Coordinator, ED Charge, Admin. Supervisor, and PPM. (Defined in 
Appendix B). 
c. Communication: Plan to admit a patient to a hallway space should be communicated to the patient, 


family, significant other or advocate using interpreter services where necessary. 


Hallway Appropriate 


a. 
b. 


C. 


Patient is alert, oriented and stable. 

Medically stable acute patients (IV Fluids and blood products OK). 
Oxygen needs </= to 4 LPM. 

Patients are able to ambulate to an appropriate area for care. 
Pre-procedural patients. 

Any patient Administrative Clinical Supervisor feels is appropriate. 


No Suction requirements (Includes - /PrimoFit & PrimaFit 


h. Non-Hospice. 


Non-Behavioral Health, flight risk, constant companion or forensic. 
Non-Life sustaining drips. 
Non-telemetry. 


Non-Isolation/Reverse Isolation (e.g., neutropenia) 


. No suspicion for communicable disease as evidenced by pending Covid/PCR, Expanded Respiratory 


panel, GI panel, C. Difficile Culture, AFB Cultures, or any patient with an alert in CIS for initiating 
contact precautions (e.g., CRE, Candida Auris). 


No draining wounds or wounds requiring dressing changes or non-contained wounds. 
No urinary or fecal incontinence. 


Patients with known alcohol hand-rub sensitivity. 


Appendix E 
Baystate Health Emergency Management After Action Review 


INCIDENT DATE, TIME, 
AND REPORTING PARTY 


KEY STAKEHOLDERS 


WHAT DID WE EXPECT 
TO HAPPEN? 


WHAT HAPPENED? 


WHAT WENT WELL AND 
WHY? 


WHAT AND HOW CAN 
WE IMPROVE? 


CONCLUSION 


ACTION PLAN 


